'Paediatric bipolar disorder' rates are lower than claimed -a reexamination of the epidemiological surveys used by a meta-analysis 2011, 72, 1250) claimed that the prevalence of PBD was similar to adults at 1.8% with no difference between the United States and other countries. This conclusion has been highly cited. Methods: The heterogeneous nature of the original 12 epidemiological surveys warrants a qualitative analysis, rather than statistical meta-analysis as performed by Van Meter et al. (Journal of Clinical Psychiatry, 2011, 72, 1250. Thus, the meta-analysis and each of the 12 studies (six from the United States; six from other countries) were reexamined. Results: Most of the 12 surveys predated the emergence of the PBD hypothesis. The 12 surveys were mainly of adolescents and at times young adults with few prepubertal children. Prevalence rates in the 12 studies suggest a lower rate of bipolar disorder, especially in non-US samples. For example, the Van Meter et al. (Journal of Clinical Psychiatry, 2011, 72, 1250 meta-analysis chose a rate of 2.8% by summation of adolescent and parent responses in a Dutch survey, however the rate fell to 0% if requiring concordance of adolescent and parent responses. Indeed, it could be argued that four of the non-US studies show 0% rates of PBD. Conclusions: Rates of PBD were generally substantially lower than 1.8%, particularly in non-US surveys, and if both parent and adolescent reports were required to meet the diagnostic threshold they fell to close to zero. The reanalysis suggests that bipolar disorder is rare before the expected age of onset in later adolescence.
Introduction
Paediatric bipolar disorder (PBD) was first delineated in two 1995 articles, published in the Journal of the American Academy of Child and Adolescent Psychiatry (Wozniak et al., 1995) and the Journal of Affective Disorders (Geller et al., 1995) . This was a significant departure from the traditional concept of mania being exceedingly rare before a peak age of onset in late adolescence to young adulthood. PBD proved to be controversial because it led to many US prepubertal children with significant internalising and externalising symptoms being reconceptualised as having a severe adult mental illness requiring lifelong medication often using complex polypharmacy with drugs that have not been fully trialled for children, rather than with more traditional paediatric diagnoses such as attention-deficit hyperactivity disorder (ADHD), oppositional defiant disorder, posttraumatic stress disorder, reactive attachment disorder and other child focused disorders.
US child psychiatry researchers postulated that the clinical picture of bipolar disorder in childhood differed from classical DSM or ICD descriptions of mania and hypomania. Geller et al. (1995) at Washington University in St Louis described cases of 'ultradian' cycling of mood in children where episodes could occur several times per day. While Wozniak, Biederman et al. (1996) at Harvard University postulated in a series of articles that 'juvenile' mania involved chronic irritable mood with 'affective storms' and 'severe temper outbursts, poor concentration and impulsivity with or without clear episodicity'. Both groups' clinical cohorts were predominantly prepubertal children.
By 2004, the interpretation of the DSM criteria initially espoused by these two main US research groups had been translated into widespread clinical practice within the United States to the extent that PBD had become the most common diagnosis in preteen US psychiatric inpatient units (Blader & Carlson, 2007) . The diagnosis was not without controversy even within the United States (Moreno et al., 2007) , and in most other nations the prepubertal onset of classic bipolar disorder continued to be seen as exceedingly rare. For example, the discharge rates for 5-9-year-olds were found to be 100-fold to 1000-fold or greater in the United States than elsewhere. Rates per 100,000 of population were: United States 27, New Zealand 0.22, Australia 0.14, Germany 0.03 and England 0.00 (Clacey, Goldacre, & James, 2015) . The modified criteria of both ultradian cycling and chronic irritability for PBD extended in the United States to adolescent cohorts as well, with adolescent inpatient rates of bipolar disorder in the United States also vastly higher than international rates (Clacey et al., 2015) .
In this context, Van Meter, Moreira, and Youngstrom (2011) analysed 12 epidemiological studies: six US and six non-US studies, using meta-analytical statistical methods. They reported a prevalence rate of PBD of 1.7% for the US studies and 1.9% for the non-US studies (Table 1) and concluded:
Results do not align with the theory that rates of bipolar disorder are higher in the United States than in other countries. There is a perception that paediatric bipolar disorder is an 'American problem', but present findings indicate no difference in the rates in the United States versus the rest of the world. (p. 1254).
Germane to this question is what constitutes 'paediatric'? The term PBD is inconsistently used, applying either to prepubertal children or to encompass children and adolescents under the age of 18 years. Van Meter et al. (2011) noted that the vast majority of the 16,222 subjects in the dozen epidemiological surveys were over age 12:
The fact that few studies included youth under the age of 12 years limits our knowledge of the rate of bipolar disorder in children. Diagnoses in prepubescent children are particularly controversial. (p. 1255).
Despite this caveat, this meta-analysis has been widely cited to support the contention that PBD prevalence for both 'children and adolescents ' (e.g. Youngstrom, Jenkins, Doss, & Youngstrom, 2012) and including 'preschool children' (Diler & Birmaher, 2012) is similar around the globe at about 1.8%.
The meta-analysis was critiqued by Carlson and Klein (2014) who noted the epidemiological surveys mainly studied adolescents and did not focus on the prepubertal age range in question, the meta-analysis combined parent and youth data even though there was almost complete disagreement, and did not include follow-up data to validate or invalidate a bipolar spectrum disorder diagnosis. However, Van Meter et al. (2011) continue to be widely cited, and this paper expands on the critique of Carlson and Klein by reexamining the key findings of the 12 surveys. In doing so, further limitations of epidemiological surveys for bipolar disorder in youth are revealed. [Correction added on 1 August 2017, after first online publication: On the first sentence of the Introduction section, the reference of Geller et al., (1995) These 12 epidemiological studies used heterogeneous methodologies (see Table 1 ) in terms of: ages of subjects (most studies were of adolescents, not prepubertal children); instruments used; informants (parent, or adolescent/child or both); differing time frames (point, 6-month, 12-month, lifetime prevalence); and the diagnoses considered (mania, hypomania, bipolar-I, bipolar-II, bipolar-NOS, bipolar spectrum disorder BPSD and cyclothymia). Most importantly, the authors acknowledged the limitations in interpreting the wide range of atypical bipolar diagnoses:
Additionally, incomplete reporting of diagnostic criteria and comorbid disorders made it impossible to assess differences between the 'narrow' (elated or grandiose), the intermediate DSM phenotype, and the broad spectrum model of bipolar disorder or to explore the impact of frequently comorbid disorders, such as attention-deficit hyperactivity disorder, on findings. (p. 1255) Given the heterogeneity of the 12 studies, it is debatable whether they lend themselves to statistical metaanalysis. As the Cochrane Handbook for Systematic Reviews of Interventions (Deeks, Higgins, & Altman, 2011) notes:
A common criticism of meta-analyses is that they 'combine apples with oranges'. If studies are clinically diverse then a meta-analysis may be meaningless, and genuine differences in effects may be obscured. (Part 2, 9.1.4).
Hence, the current review outlines the findings of each of the 12 studies separately.
The six non-US studies Kim-Cohen et al. 2003 (conducted 1985 . The New Zealand article (Kim-Cohen et al., 2003) concerned 973 11-15-years-olds from the Dunedin longitudinal birth cohort study of 1037 New Zealanders born in 1972/3. Research psychiatric diagnoses have been made at ages 11, 13, 15, 18, 21, 26, 32 and 38 years, with an overall retention rate of 96%. The structured diagnostic interview instrument used for DSM diagnoses was the Diagnostic Interview Schedule (DIS) at adult ages and the Diagnostic Interview Schedule for Children (DISC) for both parent (DISC-P) and child/youth (DISC-C) informants at ages 11 to 15-years-old. No bipolar disorder diagnoses were made until age 21, when 19 cases of 'manic episode' emerged (Newman et al., 1996) . This age of onset would be consistent with the traditional view of bipolar disorder.
The article of Kim-Cohen et al. (2003) is a retrospective analysis into childhood psychopathology for adults who were by that time aged 26. The authors note that the accuracy of retrospective reporting is often suspect, especially timing the age of onset, but this study had the advantage of juvenile prospective data to compare in a 'follow-back' analysis.
By age 26, 48.2% of the cohort met criteria for a 1-year prevalence of a DSM-IV diagnosis. There had been 29 cases of mania including three cases who did not meet research criteria but who had been treated by their own doctors for it. This equated to a 12-month prevalence of 3%. It is not clear if this includes hypomania as well as mania. This was an increase from 2% for a diagnosis of 'manic episode' for the cohort at age 21 (Newman et al., 1996) and zero cases at age 18 (Feehan, McGee, NadjaRaja, & Williams, 1994) and age 15 and 11 (McGee et al., 1990) . Diagnoses were based on the DISC-C if corroborated by parent-report and severity measures. Contrary to the conclusions of Van Meter et al. (2011) , Kim-Cohen et al. (2003) stated: 'Diagnoses of manic episode and schizophrenia were not obtained at juvenile ages' (p. 710). So rather than 1.8% as interpreted from this study by Van Meter et al. (2011) (Table 1) , a paediatric rate of 0% for bipolar disorder could be consistent with the results from the New Zealand study or more accurately the data are not detailed enough to derive a figure (Table 1) .
Interestingly, prior diagnoses in those with bipolar-I at age 26 included conduct disorder/oppositional defiant disorder (CD/ODD) and juvenile depression. Moreover, these adults with mania histories were less likely than adults without mania to have had a childhood ADHD diagnosis, which is the opposite of the very high comorbidity with ADHD that proponents of broad phenotype PBD claim. Verhulst et al. 1997 Verhulst et al. (conducted 1993 , the Netherlands). The Dutch study (Verhulst, van der Ende, Ferdinand, & Kasius, 1997) did not assess PBD among prepubertal children. It included 780 13-18-years-old adolescents, using both parent (DISC-P) and the adolescent (DISC-C) to arrive at 6-month prevalence rates for DSM-III-R diagnoses. Van Meter et al. (2011) quote the highest figure reached in the study's methodology -that of 2.8% having bipolar-I or -II disorder (Table 1) .
However, the Dutch study actually indicated a rate of 0% if parent and adolescent responses were correlated for agreement rather than summated (Table 1) . On parent interview, 21.8% of adolecents had any psychiatric disorder, 1.1% had mania, and nil had hypomania; on the basis of the adolescent interview, 21.5% had any disorder, 0.9% mania and 0.9% hypomania. Unfortunately, there was little cross-informant agreement. If both interviews were summated for diagnosis, then 35.5% of the adolescents had a 6-month prevalence of psychiatric disorder, 1.9% had mania and 0.9% had hypomania (i.e. 2.8% combined). However, if only the parent and adolescent interviews that concurred were used, then the rates slump to just 4% having any psychiatric disorder and zero cases of mania or hypomania. Verhulst et al. discussed these aspects e.g.
'Evidently, although the prevalences based on the DISC-P and DISC-C separately were nearly identical (21.8% and 21.5%), each instrument identified different subjects in most cases. ' (p. 335) .
In concert with the view that community surveys overestimate psychopathology with false positives, Verhulst et al. (1997) noted that very few of the adolescents were functionally impaired apart from: 'those subjects who met criteria for a DISC-P and a DISC-C diagnosis showed the most impairment.' (p. 335). Canals et al. 1997 (conducted 1994 . The Spanish study (Canals, Domenech, Carbajo, & Blade, 1997) also did not include prepubertal children. It used the Schedule for Clinical Assessment in Neuropsychiatry (SCAN), to interview 290 17-18-year-old adolescents for point prevalence of psychiatric disorders. They found by ICD-10 criteria 29.3% to have a current psychiatric disorder. There was a 2.4% rate of hypomania by ICD-10 criteria but 0% rate by DSM-IIIR criteria and nil cases of mania by either criteria (Table 1) . Van Meter et al. (2011) chose to use the ICD figure from Canals et al. (1997) (Table 1 ) whereas all the other 11 studies used DSM criteria. Nearly all the hypomania cases in Canals et al. (1997) were female, and the authors commented that they might have been false positives or cases of cyclothymia. Lynch et al. 2006 (conducted 2002 . The Irish study (Lynch, Mills, Daly, & Fitzpatrick, 2006 ) surveyed 723 12-15-years-old youth in urban Dublin schools and found no cases of bipolar disorder (Table 1 ). Subjects and their parents were interviewed with the Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS) for lifetime prevalence of psychiatric disorder. The methodology was refined: 'interviews with parents and child are combined and where there is disagreement . . .the interviewer makes a clinical decision regarding diagnosis or not.' (p. 560).
The study found lifetime rates of 19.9% for any psychiatric disorder, 8.4% for affective disorder (depression or dysthymia), 4.3% for anxiety disorder, 3.7% for ADHD, 1.2% for CD and 2.3% for ODD. Whilst the authors noted these rates were comparable with international epidemiological studies, their study had only 51% of eligible students enrol due to absenteeism and noncompletion of consent forms. Benjet et al. 2009 (conducted 2005 . The Mexican study (Benjet, Borges, Medina-Mora, Zambrano, & Aguilar-Gaxiola, 2009 ) also included children as young as 12. They interviewed 3005 12-17-years-old youth using the World Mental Health Composite International Diagnostic Interview (CIDI) in Mexico City. Parents were not interviewed. They found a 12-month prevalence of any psychiatric disorders of 39.4%: Anxiety disorders 29.8%; mood disorders 7.2% which included 2.5% 'bipolar disorder (broad)' that they had defined as 'bipolar-I and bipolar-II disorders combined'; impulse and disruptive behaviour disorders 15.3%; and substance use disorders 3.3%. The authors did not discuss bipolar disorder in the text, however they indicated that adolescents completing the CIDI would be considered to have a 'serious' disorder if their responses indicated bipolar-I disorder. From the article's table, this equated to 82% of the 2.5%, thus 2.05% had bipolar-I and 0.45% bipolar-II (Table 1) . They acknowledged the very high rate of overall psychiatric disturbance and postulated that rapid globalisation, urbanisation and other psychosocial stressors in Mexico City could be contributory. Stringaris et al. 2010 (conducted 2007 . The UK study (Stringaris, Santosh, Leibenluft, & Goodman, 2010 ) was a follow-up study of the British Child and Adolescent Mental Health Survey (B-CAMHS04). It involved a sample of 5326, 8-19-yearolds. Both parents and youth (those at least aged 11-years-old) were interviewed with the Development and Well-Being Assessment (DAWBA) and Strengths and Difficulties Questionnaire (SDQ). A co-author was Leibenluft, director of the child and adolescent mood disorders unit at the US NIMH (National Institute for Mental Health). Because of the controversy over early-onset bipolar disorder that was becoming known in the United Kingdom by that time, this survey attempted to vigorously apply DSM-IV criteria.
The main study findings regarding DSM-IV manic or hypomanic episodes were a lifetime prevalence of bipolar-I disorder plus bipolar-II disorder of 'between 0.1% and 0.3% in 16-19-year-olds' and only a single case (0.028%) for 8-15-year-olds, which is far lower than that quoted by the Van Meter et al. (2011) meta-analysis. Stringaris et al. quoted the overall rate for bipolar-I and bipolar-II as a lifetime prevalence of 0.1% (Table 1) .
There was a 10-fold increase however with regard to subthreshold bipolar-NOS cases where manic symptoms lasted between hours and 3 days -1.1% by parent report and 1.5% by youth report. There were significant comorbid disruptive behaviour disorders particularly with the parent-report group and with disruptive behaviour disorders and anxiety disorders with the selfreport group. Reflecting the findings in the Dutch study, the two groups were different, the correlation between parent and youth report was no better than chance, the j value was only 0.02. The authors were cautious as to whether bipolar-NOS was therefore on the same spectrum as full DSM-IV bipolar-I disorder, and called for further research that avoided the semantic problem of using the bipolar label for subthreshold cases in favour of more neutral terms like mood lability.
Despite these comments from the authors, that suggested a rate of 0.1% for bipolar-I and bipolar-II disorders was the valid finding, Van Meter et al. (2011) reported an overall lifetime prevalence of bipolar spectrum disorders from this study as 1.2%, which would seem to be the bipolar-I and bipolar-II group plus the parent-reported bipolar-NOS group (Table 1) .
The six US studies Kashani et al. 1987 Kashani et al. (conducted 1986 . Kashani et al. (1987) was the first US community-based epidemiological study of lifetime prevalence of psychiatric disorders in adolescents. It was conducted in the US Mid-West. The sample was 150 adolescents (75 boys, 75 girls) aged 14-16-years-old, interviewed on home visits with the Diagnostic Interview for Children and Adolescents-Child Version (DICA-C) and parents with the DICA-Parent Version (DICA-P) as well as parents completing the Child Behaviour Checklist amongst a range of other questionnaires. Although information from the DICA-P was available, Kashani et al. (1987) reported that 'the final diagnosis was based on the (DICA-C)' (p. 585). The authors justified their decision by suggesting that child reports increase in reliability with age, while parent reports become less reliable. Diagnosis also required agreement by both a psychologist and child psychiatrist independently reviewing the questionnaires and considering impairment criteria.
Although 62 adolescents (41.3%) were deemed to have a DSM-III disorder based on the DICA-C, when criteria for impaired functioning were included the total point prevalence of psychiatric disorder was 18.7% (28 adolescents). While adolescent reports of manic symptoms were frequent at 13.3% (Carlson & Kashani, 1988) , they did not meet impairment criteria and only one adolescent girl (0.7% of the total sample) was considered to have mania in Kashani et al. (1987) corroborated by her parent (Table 1) . Three adolescents (2%) had a major depression as well as manic symptoms and may have had cyclothymia (Carlson & Kashani, 1988) . Lewinsohn et al. 1995 Lewinsohn et al. (conducted 1988 . Lewinsohn, Klein, and Seeley (1995) reported on the Oregon Adolescent Depression Project (OADP). The study did not assess PBD among prepubertal children. In their survey of 1709 adolescents aged 14-17-years-old, repeated for 1507 at 1 year follow-up, they found two cases of bipolar-I for a 0.1% lifetime prevalence, 11 cases of bipolar-II (0.6%), and five cases of cyclothymia (0.3%; Table 1 ). In addition Lewinsohn et al. (1995) had used a broad measure for diagnosing 97 teens with bipolar-NOS (5.7%) who were 'subjects who reported experiencing an abnormally and persistently elevated, expansive or irritable mood, but never met criteria for bipolar disorder.' Parents were not interviewed. Van Meter et al. (2011) commented on this study by saying:
It remains for clinical validation studies and longitudinal follow-up to determine whether persons meeting these broader definitions have a similar aetiology and course to those with presentations satisfying more narrow criteria. (p. 1254).
But in fact that work was later published by Lewinsohn et al. themselves. A large proportion (81%) of the original cohort was reassessed around the time of their 24th birthdays. The combined lifetime rate of bipolar-I disorder (n = 8), bipolar-II disorder (n = 13) and cyclothymia (n = 2) was 2.1%. Strikingly, none of the 5.7% of original adolescents (n = 97 originally of whom 49 were in the follow-up at age 24) with bipolar-NOS symptoms had gone on to exhibit bipolar disorder, although many developed major depressive episodes and impaired social functioning (Lewinsohn, Klein, & Seeley, 2000) . Six new cases of bipolar-I or -II disorder arose between ages 19-24, none of these had bipolar-NOS on the first assessment. The authors noted a very low rate (1%) of 'switching' from major depressive disorder to bipolar disorder in this community sample. The true rate of mania, then, in the Lewinsohn study (1995) is 0.1% and of bipolar spectrum disorders, 0.9%. Costello et al. 1996 Costello et al. (conducted 1994 . As reported by Van Meter et al. (2011) , the Great Smoky Mountains study of 1015 9-13-year-old children (Costello et al., 1996) , found a 3-month prevalence rate of 0.10% of hypomania and nil cases of mania (Table 1) . A rate of 20.25% for any psychiatric disorder was also found. Both subjects and parents were interviewed using the Child and Adolescent Psychiatric Assessment questionnaire (CAPA) and 'diagnosis was made on basis of "combined reports" where a symptom is regarded as being present if either the parent or the child reports it' (p. 1131). A follow-up of this study (Costello et al., 2003) did not mention mania or bipolar disorder in their statistics, though the total 3-month prevalence for any psychiatric disorder was 13.3% and they broke down disorders under disruptive behaviour, depressive disorder, anxiety disorder and substance use disorder categories. [Correction added on 13 September 2017, after first online publication: The year of the second citation of Costello et al. in (2006) did not assess any preteen children; it was a Hawaiian study of 619 adolescents aged 13-21-yearsold using the DISC-C. Parents were not interviewed. This study found a lifetime prevalence of psychiatric disorder of 26.0% and of 'mania-hypomania' of 1.4% (Table 1) . There was no elaboration on the subject of mania/bipolar disorder in the article. Van Meter et al. (2011) report the figure as 1.5% (Table 1) . Gould et al. 1998 Gould et al. (conducted 1996 . Gould et al. (1998) surveyed 1285 children and adolescents aged 9-17-years-old, interviewing the subjects (DISC-C) and their parents (DISC-P) in the Methods for the Epidemiology of Child and Adolescent Mental Disorders (MECA) study. The focus of the article was suicidality, but rates of DSM-III-R psychiatric disorders were given. The 6-month prevalence of any psychiatric disorder was 30.4%, the prevalence of mania was 1.2% based on summation of parent and adolescent reports (Table 1) . This is calculated from results detailed in table 2 in Gould et al. (1998) where the number of youth with 'mania' was recorded as 16 out of a cohort of 1285. Van Meter et al. (2011) quoted it as 1.3% (Table 1) . The text of Gould et al. (1998) reports diagnoses of 'hypomania' as well as 'mania' made, but only 'mania' listed in the results table, so either no cases of hypomania were found or both mania and hypomania were listed as 'mania' in the table. Gould et al. (1998) report in their abstract and methodology sections that the age range of subjects was '9 to 17 years', though '12 youths (0.9%) had turned 18 years by time of interview'. But in a table they list two age ranges of '7-12 years' and '13-18 years'. Van Meter et al. (2011) thus cite the age range as '7-18 years'. Kessler et al. 2009 Kessler et al. (conducted 2003 . Kessler et al. (2009) also did not assess any preteen children; it reported on structured interviews with a representative sample of 347 13-17-years-old adolescents from the US National Comorbidity Survey Replication Adolescent Supplement (NCS-A). The 329 were representative of the full NCS-A sample of 10,148. This study used the Composite International Diagnostic Interview (CIDI) for telephone screening and both the CIDI and the K-SADS for later face-to-face interview with adolescent and parent. The timing of this study coincided with growing popularity of the PBD diagnosis and the authors were keen to ascertain the rates for bipolar spectrum disorder (BPSD), dedicating a section of their article to discussing this. They defined BPSD as bipolar-I, bipolar-II or subthreshold bipolar disorder and found, based on the K-SADS, an overall adolescent lifetime prevalence of any DSM-IV psychiatric disorder of 52.5% and 6.2% for BPSD but that rates of bipolar-I were much lower, however, at 1%, bipolar-II 1.3% and subthreshold bipolar at 3.9%. The CIDI rate of bipolar-I disorder was 0.5%. The CIDI rate of BPSD was even higher at 6.7% with rates of bipolar-I at 0.5% and bipolar-II at 1.8% (Table 1 ). The authors acknowledged that they chose not to use the severity ratings in the CIDI and if they had that would have decreased the prevalence rates.
Discussion
Marked discrepancies between international and US surveys
The furore over 'paediatric bipolar disorder' really focuses on whether the condition usually considered to onset in late adolescence and young adulthood has been missed and, in fact occurs more frequently in children below age 12 than heretofore thought, requiring the prescription of medication for bipolar disorder amongst children before puberty. The meta-analysis by Van Meter et al., which addresses mostly adolescents, contends that the overall rate of bipolar spectrum (spectrum, not just mania) is about 1.8% and the same worldwide. However, a reexamination of the studies that comprise the meta-analysis reveals that rates of bipolar-I in the United States are quite low (0.0%-1.0%) with understandably higher rates for bipolar spectrum (up to 6.7%) depending on how that is defined.
Outside the United States, rates are perhaps even lower (0.0%-0.1%), except in Mexico (Benjet et al., 2009 : 2.05%) for mania. In particular, a careful UK study, Stringaris et al. (2010) found the lifetime prevalence of bipolar-I and bipolar-II disorder to be very low in childhood and early adolescence (0.028% for 8-15-year-olds).
Inconsistencies between studies are partly accounted for by methods differences, especially informant differences. The issue of multiple informants for making psychiatric diagnoses in epidemiological research in adolescents is complex. Generally, agreement of parent and adolescent reports is desirable but the issue is not straightforward (De Los Reyes et al., 2015) . Parent/ caregiver report has been claimed to have advantages over adolescent report in diagnosing youth with PBD (Youngstrom, Genzlinger, Egerton, & Van Meter, 2015) , hence the adolescent-only reports in the United States, Mexican and Spanish studies may explain their findings of higher bipolar spectrum disorder rates.
There are also markedly divergent views amongst researchers on what constitutes bipolar disorder in the paediatric age group. This is an issue for the adult population as well. These views, described as 'liberal' and 'conservative' perspectives bedevil the field (Carlson & Klein, 2014) . Bipolar disorder, outside of florid euphoric manic episodes fulfilling DSM-5 duration criteria, is very much in the eye of the beholder. This was highlighted in a transatlantic comparison study of child psychiatrists' diagnosing practices in five written clinical vignettes. In that study, US child psychiatrists were significantly more likely to diagnose mania in three out of the four complex cases, while British child psychiatrists only diagnosed the single classical manic episode vignette at a comparable rate to their US colleagues (Dubicka, Carlson, Vail, & Harrington, 2008) .
Most surveys did not include prepubertal children
The vast majority of the 16,222 subjects in the 12 epidemiological studies were adolescents. Some were young adults (four studies included 18-year-olds, one study included 19-year-olds, and one study included 21-yearolds). Only four of the 12 studies included children under age 12 (from ages 8, 9 and 11), but these four studies also included adolescents. This age group is not representative of the preteen PBD cohorts in the US studies that launched the PBD phenotypes. All of Wozniak et al. (1995) 's original cohort of 43 children were under age 12. Subsequent studies by that group include drug trials of 4-6-year-old children (Biederman et al., 2005) . Geller et al. (1995) 's original cohort of 26 children and teens included nine under age 13 (mean age of PBD onset 4.0 AE 2.9 years), the remaining 17 were aged between 13 and 18 years (mean age onset 10.9 AE 2.9 years).
In contrast, the young people in the dozen community epidemiological surveys in the meta-analysis of Van Meter et al. (2011) are significantly older than these PBD research cohorts. They are not typical of the large number of children diagnosed with bipolar disorder on preadolescent US psychiatric inpatient units (Blader & Carlson, 2007) . As Van Meter et al. (2011) note:
Given questions regarding the role of puberty in the onset of mood disorder, the assessment of participants' pubertal stage would contribute valuable information to the field. (p. 1255)
Conclusion
The meta-analysis of 12 community epidemiological surveys of mainly adolescent youth conducted by Van Meter et al. (2011) found a dozen studies of interest. However, the heterogeneous nature of these 12 studies does not lend themselves neatly to a statistical metaanalysis. Furthermore, the 12 studies do not support the conclusions of the authors: that 'the prevalence of paediatric bipolar disorder is similar to current prevalence estimates of bipolar disorder in adults', nor that 'the prevalence of paediatric bipolar disorder is not different in the United States, relative to other countries'. Rather, the 12 studies suggest that where methodology correlated parent and child reports for agreement, and included impairment criteria, that rates of bipolar-I disorder in children and adolescents were close to zero outside the United States and only slightly higher in the United States, though rates of bipolar spectrum disorder were slightly higher. Articles that cite the meta-analysis need to critically examine the original studies.
